As flexible endoscopy has moved into the mainstream, gastroenterologists have embraced many of the skills and techniques particular to this modality of diagnosis and intervention. Their adoption of flexible endoscopic technology and training, and the lack of enthusiasm for endoscopic therapy potentials by surgeons, has left many surgical residents and practicing surgeons deficient in endoscopic skills. As a result, education of surgical residents in flexible endoscopy has lagged and training of surgical residents in flexible endoscopy is increasingly coming under scrutiny and has become an area of debate. The medical literature and practice guidelines are replete with articles from surgeons and gastroenterologists debating the appropriate education and training in flexible endoscopy. Both surgical and gastroenterology professional societies have published guidelines for training in flexible endoscopy. These guidelines are often at odds with each other, citing opposing literature supporting their position on appropriate criteria for training in basic upper and lower endoscopy [1] [2] [3] [4] . Flexible endoscopy is a critical element of any general surgeon's and colorectal surgeon's practice. In 2007, 74 % of rural surgeons performed more than 50 flexible endoscopic procedures each year, with 42 % of rural surgeons performing more than 200 flexible endoscopic procedures annually [5] . In a 2010 report on rural, under-served areas that lack gastroenterology services, 39.8 % of an American general surgeons' practice comprises flexible endoscopic procedures [6] . In Canada, surgeons were found to be the primary providers of flexible endoscopic services in smaller urban and rural areas [7] .
As flexible endoscopy has moved into the mainstream, gastroenterologists have embraced many of the skills and techniques particular to this modality of diagnosis and intervention. Their adoption of flexible endoscopic technology and training, and the lack of enthusiasm for endoscopic therapy potentials by surgeons, has left many surgical residents and practicing surgeons deficient in endoscopic skills. As a result, education of surgical residents in flexible endoscopy has lagged and training of surgical residents in flexible endoscopy is increasingly coming under scrutiny and has become an area of debate. The medical literature and practice guidelines are replete with articles from surgeons and gastroenterologists debating the appropriate education and training in flexible endoscopy. Both surgical and gastroenterology professional societies have published guidelines for training in flexible endoscopy. These guidelines are often at odds with each other, citing opposing literature supporting their position on appropriate criteria for training in basic upper and lower endoscopy [1] [2] [3] [4] . Flexible endoscopy is a critical element of any general surgeon's and colorectal surgeon's practice. In 2007, 74 % of rural surgeons performed more than 50 flexible endoscopic procedures each year, with 42 % of rural surgeons performing more than 200 flexible endoscopic procedures annually [5] . In a 2010 report on rural, under-served areas that lack gastroenterology services, 39.8 % of an American general surgeons' practice comprises flexible endoscopic procedures [6] . In Canada, surgeons were found to be the primary providers of flexible endoscopic services in smaller urban and rural areas [7] .
The American Board of Surgery (ABS) has begun to address the training inequity that exists between general surgery residents and gastroenterology fellows [8] . In an effort to ensure surgical residents are fully trained and competent in flexible endoscopy, the ABS has not only increased the minimum requirements for training general surgery residents in flexible endoscopy but has also undertaken the task of formalizing a flexible endoscopy curriculum for its residents. Currently, the ABS and Residency Review Committee (RRC) recommend 35 upper endoscopic procedures and 50 colonoscopies as the minimum number of procedures to be performed by surgical residents. The Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) and the ABS have long espoused that numbers do not ensure competency in surgical or endoscopic procedures. This position is fully supported by data. In 2004, the SAGES esophagogastroduodenoscopy (EGD) Outcomes Study Group prospectively reviewed 3,525 EGDs performed by surgeons, showing a high degree of success with low morbidity. There was no correlation between experience (i.e. number of cases performed) and completion rates or major complications [9] . A similar trial by the SAGES Colonoscopy Study Outcomes Group prospectively reviewed 13,580 colonoscopies performed by surgeons and found no correlation between experience and complications, with an acceptable success rate. The investigators noted that a minimum of 50 colonoscopies with 100 performed annually showed a significant improvement in completion rates Taskforce Members are listed in Appendix. [10] . In a separate trial of 14,064 patients who underwent colonoscopy within 3 years of a diagnosis of a colorectal cancer, surgeons had equivalent performance with respect to missed lesions. Endoscopy volume was not associated with missed lesions [11] . In contrast with the notion that general surgeons are inadequately trained, a study of specific metrics of performance in 5,237 colonoscopies by general surgeons, colorectal surgeons, and gastroenterologists also found no differences among these specialties [12] . Despite this strong supporting literature, a validated educational tool that addresses training and basic endoscopic knowledge is needed, especially for surgical trainees and practicing general surgeons.
The two leading societies with an interest in flexible endoscopy, SAGES and the American Society for Gastrointestinal Endoscopy (ASGE), are committed to training residents and fellows in flexible endoscopy. Yet, no validated training tool in flexible endoscopy exists today. In an effort to facilitate fundamental and basic training in flexible endoscopy, SAGES and the ABS are producing a comprehensive curriculum to ensure surgical residents and surgeons are educated and have basic skills in flexible endoscopy. This is in part a response to the notion that residents are inadequately trained in flexible endoscopy. SAGES developed the Fundamentals of Endoscopic Surgery TM (FES) as one part of the proposed ABS flexible endoscopy curriculum. FES is an educational tool very similar to the Fundamentals of Laparoscopic Surgery (FLS). It includes a comprehensive web-based didactic component of flexible endoscopy, a written multiple choice test of knowledge (cognitive component), and a fivemodule virtual reality skills exam (hands-on component), all designed to teach and validate basic endoscopic knowledge and skills. The didactic component is webbased and includes 12 modules of educational content. FES has been developed with validity evidence for a high-stakes test to identify a minimum-level-of-proficiency candidate. FES is the first educational tool with validity evidence combining knowledge and skill for flexible endoscopy.
So why should we develop and care about FES? Ultimately, the goal of SAGE is to improve the quality of care delivered to all of our patients in the safest possible manner. Ensuring surgeons are adequately trained in basic and fundamental flexible endoscopic skills means patients can be assured their surgeon has had didactic and hands-on training in basic flexible endoscopy. The institution of a program of didactic and hands-on skills impacts patient safety. It is reasonable to assume FES will follow the course of FLS, and the skills developed on the endoscopic simulator used in FES education will translate to improved performance. Data published in January 2010 show that skills developed on the FLS simulator improves laparoscopic performance in the operating room [13] . FLS, and presumably FES, can be taught at all levels: medical school students, residents, and attending surgeons. In fact, early training in laparoscopic skills has translated into improved performance in early-level surgical residents [14] . Skill benefits may be realized early in surgical education, which will improve efficiency of training, quality, and patient safety. Once FES training has been implemented, the surgical community must study and measure its intended effects on quality of patient care and safety. The success of FLS has paved the path for the successful implementation of FES. With the ABS adoption of FLS training as a requirement for all surgeons before board eligibility, it is our hope the ABS will take a similar path with FES. Adoption and implementation of FLS after the ABS mandate has been an unmitigated success [15, 16] . In a 2010 article, the Controlled Risk Insurance Company of Harvard's Risk Management Foundation (CRICO/RMF) sponsored an FLS course for its surgeons with the anticipated result of advancing competency and patient safety [17] . As the track record accumulates, we anticipate similar benefits with FES, as both training programs have undergone evaluation for validity evidence using rigorous psychometric techniques.
Flexible endoscopy is a central component of surgical history and is necessary for quality, comprehensive care of the surgical patient. Surgeons are uniquely positioned to perform upper endoscopy as part of the work-up of patients prior to surgical intervention. Additionally, intra-operative upper endoscopy is essential for surgeons performing foregut procedures to identify adequacy of therapy delivered in the operating room. Similarly, when performing flexible endoscopy post-operatively, surgeons are uniquely positioned to understand the anatomic changes necessary to deliver quality care. The ability to endoscopically localize and plan operative therapy by colorectal surgeons is essential to the practice of colorectal surgery. It is our duty to maintain our involvement in flexible endoscopic techniques, especially in light of the fact that new procedures (e.g. peroral endoscopic myotomy [POEM]) may replace traditional open and laparoscopic techniques.
With the changing healthcare environment, we can no longer justify training and education with the ideology of 'that is just how it works' or 'it is what we have done in the past'. Today, we need to develop and study our flexible endoscopy curriculum to ensure the highest quality patient care and safety.
